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In this thesis research literature on definitions of drug and alcohol
dependency is presented as well as the etiology and treatment modalities
traditionally employed by sociological and psychological schools of thought. Basic
theories of oral fixation inferred from personality characteristics are cited in
coverage of the literature as causative factors in alcohol and drug dependence in the
psychoanalytic approach. The alcoholic personality has also been identified in
alcoholics by way of multiple projective test methods. Genetics, with regard to
both drug and alcohol addiction have been linked to the etiology of both, according
to studies cited. Studies also review learning theory which assigns prominence to
personal factors and individual capabilities of an addicted individual. In contrast,
research on Dr. G. Douglas Talbott’s Model of Chemical Dependency is outlined.
Theory supported by research utilized by Talbott is examined.
Talbott’s definition of chemical dependency, an explanation of its
characteristics, symptoms, diagnosis and treatment are outlined and discussed as
the more feasible approach to addictions. The feasibility of employing Talbott’s
multidisciplinary approach with sentenced offenders is discussed. Chemical
dependency and incarcerated offenders has largely been ignored or addressed only
in terms of excessive wastes in revenue and risk factors, rather than in terms of
screening, identification, education and treatment. Talbott’s model could easily be
modified to aid in the development of appropriate rehabilitation/treatment plans
for offenders during their period of confinement, and subsequently, assist in
attacking the rising recidivism rates of offenders.
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The use of alcohol and drugs which lead to addiction will in the 1990’s
become our nation’s number one health problem. Deaths from alcoholism claims
tens of thousands of lives each year and ruin untold numbers of families because a
family member is alcoholic. Alcohol generally costs the country over $117 billion a
year, including $18 billion from premature deaths; $66 billion in reduced work
effort; and $13 billion in treatment.’ In the area of injuries, alcoholism is
responsible for approximately half of the 46,000 driving fatalities in the United
States; 4,000 drowning deaths; and nearly 30 percent of 30,000 suicides. A
Department of Justice survey indicates that approximately one-third of the nation’s
523,000 state prison inmates were under the influence of alcohol before
committing the crime for which they were incarcerated in state prisons.^
Reports regarding the nature and extent of drug abuse are equally
characteristic of a growing problem demanding continued research and the
development of new initiatives by professionals to enhance their approaches to this
phenomenon. The total estimated cost to American society through decreased
economic productivity, unemployment, increased health and social welfare costs,
law enforcement and associated costs of criminal trafficking in drugs has been
estimated to be nearly $100 billion.^
This thesis will focus upon a chemical dependency model as developed by Dr.
G. Douglas Talbott. An analysis will be made of other models, including the
psychological, genetic and sociological models as they relate to alcohol and drug
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addiction or chemical dependency. Finally, a conclusion will be drawn as to which
model provides the greatest opportunity for success in a changing environment.
The Talbott model provides theoretical evidence which indicates that alcohol
and drug addiction are both chemical dependencies with similar causation and
which require similar treatment. Talbott (1982) suggests that with persons who
suffer from chemical dependencies, there are specific, discemable signs and
symptoms that evolve during the progression of the disease. These symptoms
provide the opportunity for successful identification, diagnosis and treatment of
persons who need drugs or alcohol. Talbott sees chemical dependency as a psycho¬
social, biogenetic disease and suggests that a very clear and definite differentiation
exists between the problem drinker or drug user, the abuse drinker or user, and the
diseased drinker or drug user.
The literature indicates that the major causative factors recorded are based on
psychological, psychiatric, sociological and medical models which each suggests
that alcoholism and drug addiction are related to volume, dose or duration of use
and abuse. Talbott’s research indicates that people develop the disease of chemical
dependency independent of what they use, how much they use, or how often they
use the drug. Talbott (1983) finds similarities between the disease of chemical
dependency and the disease of diabetes, suggesting that diabetes is not a matter of
eating too much sugar. It is unique to persons who consume too much sugar and
who have the dysfunction of insulin in the pancreas. Talbott (1986) states further
that it is now obvious that there is also a biochemical factor that must be present in
the chemically dependent person before he or she will develop the disease or
develop a dependency with any drug.
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This thesis will also explore additional research presented by Talbott which
supports that chemical dependency is not due to underlying primary psychiatric
disorder, mental imbalance, social pressure or social custom, as suggested by
medical, psychological and sociological research (1986).
STATEMENT OF THE PROBLEM
AND
PURPOSE OF THE STUDY
The preceding discussion suggests the need for intensive research in
addictions, their identification, causation and treatment. The secondary data
explored in this thesis observes the methods by which separate addictions are
approached as distinct and unique by each discipline independent of one another.
In addition, the writer will explore the possible consequences of Talbott’s
experience and research in approaching chemical dependency as a disease (1986).
Summarily, this thesis will assess how the disease concept presented by Talbott
might assist professionals concerned with chemical dependency in working
together, mutually, to provide a singular, effective model of diagnosis and
treatment, and how this model might be utilized to address chemically dependent
offenders. The writer compares, in a critical manner, Talbott’s definitions, theories
of causation and treatment model with those of other theorists and clinicians. It
further examines the rationality, feasibility and applicability of Talbott’s approach
to the conceptualization and treatment of alcoholism and drug addiction as one unit
of human behavior.
The writer will summarize systematize and contrast these major theories and
compare them to those of Talbott.
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There are many excellent reviews on drug addictions and alcoholism in the
volumes of sociological, psychological and medical research. However, in the
criminal justice field ("correctional facilities," "rehabilitation centers," and
"treatment centers") addictions/chemical dependencies are addressed for the most
part in terms of excessive revenue and offenses, rather than in terms of treatment,
rehabilitation and correcting. There are public inebriate programs in every state
which attempt to divert addicted offenders to programs that address their
addictions. There are court referrals in every state, yet another diversion from
prisons. However, there is very little attention given to the screening of, diagnosis
of and treatment of addictions during an offenders period of confinement. Services
for addicted persons within correctional facilities are fragmented, informal,
voluntary or non-existent and this is a problem."^ The writer will present a
discussion of how Talbott’s concept of chemical dependency, a multidisciplinary
approach, might have a positive affect on the recidivism rate in prisons by
approaching chemical dependency as a primary symptom which causes social,
economic, family, physical and community destruction. Modified in-take records,
pre-trial and pre-sentence evaluations, medical and family history (all of which is
available and accessible to the criminal justice system) could be provided as
pertinent to screening of offenders and assist correctional teams in utilizing
Talbott’s multidisciplinary approach (social work, medical, and clergy all working
together).
DATA SOURCES
The writer analyzed the research literature on alcoholism from 1924 through
1987. Included in this review were articles and books from medical, psychological.
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psychiatric, sociological and pharmacological referee journals. In addition, the
writer utilized resources from the Data Center and National Clearinghouse for
Alcohol and Drug Information, the Data Center and Clearinghouse for Drug and
Crime. Justice Statistics Clearinghouse, the U. S. Department of Justice. Bureau of
.Justice Statistics, and other published reports.
SCOPE AND PLAN OF THE STUDY
The research presented in this study is confined to secondary data covering
causation, diagnosis and treatment of alcoholism and drug addiction by medical,
psychiatric and sociological experts and researchers. This thesis will also elaborate
on Talbott’s opposition to a singular medical, psychologicai/psychiatric or
sociological approach to addictions. The writer makes no attempt to judge the
validity of either model or approach to addictions, but rather notes, in summary,
the benefits to professionals in the field ofmethodically combining the disciplines to
achieve maximum success in terms of identification, diagnosis and treatment.
LIMITATION OF THE STUDY
In this qualitative study, no actual alcoholics or drug addicts were interviewed
or compared (i.e., primary data was not utilized because of strict-adherence by
treatment facilities to anonymity and standard regulations governing
confidentiality). However, this thesis contributes to the conceptualization of both
alcoholism and drug addiction as chemical dependencies. It should, therefore,
prove helpful to theorists, practitioners, and the network of criminal justice
professionals.
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ORGANIZATION OF THE THESIS
This thesis consists of five chapters. Chapter One includes the introduction,
statement of the problem and purpose of the study, data sources, scope and plan of
the study and limitations of the study. Chapter Two includes the definitions,
theories of causation and treatment modalities as they relate to alcoholism.
Chapter Three presents the definitions, theories of causation and treatment
modalities as they relate to drug addiction. Chapter Four covers Talbott’s concept
of chemical dependency including definitions, causation and stages of development
as well as his proposed treatment model. Chapter Five offers the writers’
conclusions and assessment and how the Talbott model might be
adopted/incorporated into the criminal justice system to affect recidivism. A record
of sources consulted is provided at the end of the thesis.
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This chapter will define alcoholism as well as explain current research relating
to alcoholism from the psychological, genetic and sociological point of view.
Definitions
The definitions are offered because this thesis is concerned with making
distinctions between use, abuse, and addiction/dependence. Although use may be
prerequisite for abuse, and abuse prerequisite for addiction/dependence, they are
each very separate and different behaviors.
The American Medical Society on Alcoholism (ASMA), which is the
physician’s component of the National Council on Alcoholism (ACA), published the
following definition of alcoholism:
Alcoholism is a chronic, progressive and potentially fatal disease. It is
characterized by: tolerance and physical dependency, pathologic organ
changes or both, all of which are the direct or indirect consequence of alcohol
ingestion.’
The Diagnostic and Statistical Manual of the American Psychiatric Association
offers the following definition of alcoholism:
This category is for patients whose intake is great enough to damage their
physical health, impair their personal or social functioning, or when it
becomes prerequisite in normal functioning.^
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The World Health Organization (WHO) suggested that the term alcoholism be
replaced by the phrase, alcohol-type dependency. The WHO definition of this
disorder is as follows:
Drug dependence of the alcohol type may be said to exist when the
consumption of the alcohol by an individual exceeds the limits that are
accepted by his culture, if he consumes alcohol at times that are deemed
inappropriate within that culture, if his intake of alcohol becomes so great as
to injure his health or impair his social relationships.^
Royce offers the following definition of alcoholism:
... a chronic illness or disorder characterized by some loss of control over
drinking, with habituation or addiction to the drug alcohol, or causing
interference in any major life function: for example, health, job, family,
friends or law ..."*
Causes
Research in the etiology of alcoholism is considered from psychological,
sociological and genetic points of view.
PSYCHOLOGICAL
Despite the longevity of society’s alcohol problems, it is only recently that
people have begun to associate them with medical or psychological difficulties.
Alcoholism was historically looked upon as a moral defect in those afflicted with it.
Attempts to make associations between alcohol problems and psychological factors
occurred during the 19th and early 20th centuries. The first published attempt to
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relate alcoholism and psychological difficulties apparently was Abraham’s (1954)
article, in which he advocated that alcohol problems were inter-related with sexual
difficulties.
Psychoanalytic
Alcoholics increasingly sought treatment from psychiatric professionals
following prohibition.® Psychiatrists utilized psychoanalytic theory in an attempt to
understand the etiology of alcoholism and the techniques of psychoanalysis to treat
their alcoholic patients. Psychoanalysts published case studies of their patients, and
the psychoanalytic view became the dominant professional view to account for the
etiology of alcoholism.®
According to the psychoanalytic point of view, personality plays a critical role
in the etiology of alcoholism. Alcoholism is said to be caused by premorbid
personality disturbances.
Gaining impetus from the emphasis on personality factors in alcoholism, the
concept of the alcoholic personality was introduced during the 1940’s.^ The
alcoholic personality is a unique constellation of personality characteristics that
distinguish alcoholics from other individuals even before the onset of alcoholism.
In order to identify what these characteristics were, clinicians administered a
variety of personality tests to alcoholics.® These attempts to specify the nature of a
single alcoholic personality proved unsuccessful,^ Nevertheless, the general interest
in personality factors in alcoholism continued.
The degree of current interest in this approach is indicated by the fact that
there are now more than 100 entries in a psycho INFO database that relate to
personality and alcoholism.
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According to classic psychoanalysis, the etiology of alcoholism can be found in
unresolved, unconscious conflicts that originate during early childhood. However,
several different themes are apparent within this general point of view. For
example, alcoholics have been seen in various psychoanalytic publications as fixated
at, or regresses to, each of the three pregenital psychosexual states of development;
oral, anal, and phallic.Seeing alcoholics with some form of fixation at the oral
stage is the most common point of view.
That alcoholics are orally fixated is inferred from several personality
characteristics that have been commonly observed among adult alcoholics:
dependency, immaturity, low tolerance for frustration, and an inability to delay
gratification." The alcoholic displaying these personality characteristics is
compared to a young child who is presumed to have experienced severe frustration
during the oral stage of development. These frustrations propel such individuals to
continue to seek oral gratification throughout their life, as they do so in an
immature manner. The psychoanalytic approach suggests that consuming alcohol is
one means to achieve the gratification that persons who are fixated at the oral stage
are seeking. That is, consuming alcohol not only is orally stimulating, but often
provides an immediate feeling of psychological well-being. However, to drink
alcohol in large quantities is usually accompanied by a variety of adverse
consequences. Thus, excessive drinking is an immature way to achieve oral
gratification.
A second theme among psychoanalytic writers (a variant of the oral fixation
view) is that male alcoholics are characterized by homoeroticism, which is assumed
often to be latent or not directly observable.'^ The homoeroticism of the alcoholic
is presumed to have originated when the male child, frustrated by his mother
during the oral stage of psychosexual development, develops an emotional
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attachment for his father. However, the evidence offered by psychoanalysts that
alcoholics are homoerotic is unclear and indistinct.
Despite the lack of clarity of psychoanalysts’ definition of homoeroticism,
there is research which indicates that many alcoholics have sexual difficulties,
including difficulties with their sexual orientation.’^
A third psychoanalytic interpretation of alcoholism (another variant of the
oral frustration view) has been promoted by Menninger.’"’ Menninger asserts that
because of oral fnjstrations during infancy, young children become enraged with
their parents, but since they are unable to directly express their hostile impulses to
their more powerful parents, the impulses become self-directed. According to
Menninger’s point of view, alcohol served two functions; (1) it allows the alcoholic
to gratify both their oral cravings and self-destructive tendencies; and (2) that
alcoholics are self-destructive is inferred from discussions of the ingrained habit of
repeatedly consuming alcohol despite the fact that the long-range consequences of
doing so are distinctly negative (i.e., seif-destructive).
Major objections have been expressed about the classical psychoanalytic
interpretation of alcoholism as summarized by Lang.’^ First, the evidence gathered
by psychoanalysts to support their point of view is seen as a foregone conclusion
since psychoanalysts have operated under the assumption that personality
difficulties are the basis of alcoholism, a premise that was held prior to actual
observation of alcoholics. Second, the data were gathered retrospectively from
disturbed persons and only the context of individual psychotherapy. Third,
psychoanalysis is seen as basically an unscientific endeavor. Since psychoanalytic
concepts are difficult to operationalize, it has been difficult to test their validity.
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Empirical Research
The focus of psychoanalysis was on characterizing the alcoholic personality
among persons clinically diagnosed as alcoholic, but is no longer regarded as a
viable concept.’^ Royce (1981) suggested that there is no such thing as an
alcoholic personality that causes alcoholism.'^ He stated that most personality
traits found in the alcoholic are the effect of prolonged drinking rather than the
cause of alcoholism.
The personality factors in alcohol use and abuse have been related to a variety
of other addictive drugs as well as nondrug substances and activities.'®
Personality traits have been used to identify personality factors involved in
alcohol problems. Advocates of psychoanalytic approaches have commonly used
projective tests such as the Rorschach Inkblot Test, Thematic Apperception Test,
and the Frank Drawing Completion Tests for measuring unconscious needs and
impulses. More recently, other aspects of a subjects’ fantasy have been sampled
with thought and imagery tests by researchers studying intrapsychic processes
associated with the use of alcohol.'^ Conversely, researchers assessing differences
between the personality characteristics of alcoholics and nonalcoholics have used
various undimensional tests (e.g., adjective checklists, Q-sorts, scales and
inventories) for measuring single personality characteristics and multidimensional




Research further indicates the value of testing persons who are at high risk for
developing problems with alcohol, even if they cannot be followed for extended
periods of time. This type of research has been accomplished in genetic research.
Establishing whether a particular trait is influenced by heritable factors
(genetics) is generally accomplished by the use of one or more of several research
strategies. These strategies include family studies, adoption studies, twin studies
and studies of twins-reared-apart.^°
Family studies determine whether certain particular traits run in families. A
review by Cotton (1979) cited over 140 studies that indicted an increased incidence
of alcoholism in families where one or more members had been diagnosed as
alcoholics.His study showed that male and female first degree relatives of
alcoholics show an increased incidence of alcoholism. These studies indicated that
the offspring of an alcoholic father and mother have two to four times the
probability of becoming alcoholic than a normal population.
Goodwin et al. (1973), in their review of genetics in alcoholism, investigated
adoption, finding adoption studies more precise than family studies in assessing a
genetic base of alcoholism.^ The basic proposition of adoption studies is that if the
offspring resemble biologic more than adoptive parents, a heritable basis is
probable. In the earlier studies of Goodwin et al. (1973), 55 male adult adoptees
with an alcoholic biologic parent were compared with 78 adoptees with
nonalcoholic parents.^^ The incidence of alcoholism was nearly four times greater
in the adoptees with an alcoholic biological parent. Further studies compared
incidence of alcoholism in adopted-away sons of alcoholics with their biologic
brothers who had been raised by the alcoholic parent The incidence of
alcoholism was identical in the two groups. Goodwin et al. (1977) indicate in their
15
research that genetic factors may not be nearly as important in determining the
development of alcoholism in females."^
Schuckit and Winokur (1972) investigated 164 half-siblings of 69 alcoholic
parents.^^ The children had been raised by only one biologic parent and one
adoptive parent. Of these half-siblings, 46 had one alcoholic parent and 118 did
not. Fourteen percent of those without an alcoholic parent became alcoholic
themselves, whereas fifty percent of those with an alcoholic biologic parent became
alcoholic.
Studies of twins are perhaps the most effective of the genetic research.
Collins (1985) explains that two types of twins exist: monozygotic (MZ, identical)
and dizygotic (DZ, fraternal).MZ twins have exactly the same genetic makeup on
all genetic planes. DZ twins are no more similar than normal sisters and brothers.
Kaij (1960) initiated the first twin studies specifically dealing with alcohol
abuse.He studied 174 male twin pairs. One or both of the twins had been
reported to the local Temperance Board. Concordance for drinking pattern with the
same group was 53.5 percent for the MZ twins and 28.3 percent for the DZ twins.
When only probands with chronic alcoholism was considered, 74.4 percent of the
14 co-twins of alcoholic MZ probands were also alcoholic, compared with 32.3
percent co-twins of alcoholic DZ probands.
Hrubec and Omenn (1981) reviewed the medical records of 15,924 male
twins between the ages of 51 and 61 years who were listed by the Veterans
Administration as suffering from alcohol-related disorders."^ The concordance for
alcoholism was 26.3 percent in the MZ twins and 11.9 in the DZ twins. Similarly,
21.1 percent of the MZ twins were concordant for alcoholic psychosis, while 6.0
percent of the DZ twins received this diagnosis.
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Twins-reared-apart offer the most effective method for the study of the
genetic influence on a trait.^° Collins states that it has been argued that MZ twins
have a very similar environment in addition to their genotype. I’wins reared apart
(adopted twins reared in separate families) often can be used to more fully assess
genetic influences.^’
Faber (1981) investigated MZ twins reared apart who were analyzed for
alcohol consumption.^^ Both twins were non-drinkers in seven sets, both were
heavy drinkers in three sets, and both were moderate to light drinkers in six sets. A
modest disconcordance was seen in three sets where one twin was assessed as being
a moderate to light drinker while the other was a non-drinker.
The benefits of high risk studies are inevitable because they allow for
identification of both the precursors of alcoholism (from those high risk subjects
who actually became alcoholic) and the factors that protect people from becoming
alcoholic (from those high risk subjects who do not become alcoholic).
The study of the personality as a primary symptom of alcoholism has major
methodological limitations. The most focal information regarding the personality
as a precursor of alcohol problems comes from prospective longitudinal studies. A
study would be prospective if it tested subjects who were expected to develop
problems with alcohol at some future point in their lives, and it would be
longitudinal if it followed them for an extended period of time. In order to clearly
demonstrate whether or not personality is a precursor of alcoholism, it would be
necessary for a prospective longitudinal study to follow subjects from an early point
in their lives until some of the subjects had become alcoholic. The prospective
longitudinal studies have reported results covering relatively brief periods of time
(i.e., up to 5 years). These studies generally followed adolescents from the time
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before they began the use of alcohol (e.g., in junior high school) until the time
when some subjects had developed drinking problems.
SOCIOLOGICAL
The AMA Manual on Alcoholism (1977) reports that sociological factors
having marked influence upon the use of alcohol was apparent even before the time
of the printing of the Manual cited.
Social Learning Theoiy
An introduction to social learning theory, as expressed by Bandura can be
explained best by considering it in historical perspective, relative to earlier views on
learning and the determinants of behavior can be explained solely by consideration
of underl5dng motivational forces in the form of needs, drives and impulses.Such
explanations are thought to be adequate by themselves because they are inferred by
behavior they supposedly caused, and do not lend themselves readily to empirical
investigation. Social learning theory rejects explanations of human behavior based
solely on classical conditioning, stimulus-response learning theory, or operant
conditioning descriptions. General theories of behavior shifted focus from internal
determinants to an examination of external influences on action. A behaviorism
posture is questionable since, by implicitly ascribing causality for behavior solely on
external events, one cannot explain the apparent inconsistencies of behaviors under
similar circumstances. Research of the disciplines shows that a compromise of sorts
was attained: Behavior results from the interaction of intrapersonal factors on
dispositions and situations, the relative contribution of either factor being
variable.
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Social learning moves beyond the assumption that learning occurs by
experiencing the effects of behaviors, or the repeating of stimuli and responses.
Social learning theory assigns prominence to cognitive-mediational-personal/actors-
in explaining learning and behavior.^^ According to Bandura (1985), behaviors and
environments are thought to interact with a number of basic individual cognitive
capabilities. These capabilities include the capacity of individuals to develop
internal cognitive models of experiences that serve as guides for decision-making
and future actions. In addition, it includes the capacity of an individual to project
courses of action and to generate and test alternatives; to anticipate consequences
of actions and to set goals. It is assumed with this theory that good decision¬
making and effective behavior result from an ability to make an accurate appraisal
of environment demands, know the strengths and limits of ones coping skills, and
weigh the long and short term positive and negative.
Social learning theory assigns central importance to a self-efficacy mechanism
in explaining how thought affects action and how behavior patterns are selected by
individuals. Self-efficacy refers to a perception or judgement of one’s capabilities to
execute a particular course of action required to deal effectively with an impending
situation. The underlying principle of a social learning model of alcohol use differs
markedly from a biological one. This, in turn, results in major differences in
prediction of behavior and in treatment of addiction.^^ Bandura (1960) asserts
that, "alcoholics are people who have acquired through differential reinforcement
and modeling experiences alcohol consumption as a widely generalized dominant
response."^^
Research by Royce (1981) suggests that timing is significant in learning and
adds that alcoholics have a different sense of time than others.^® A long time is
quite relative. Drinking is reinforced immediately by tranquility and euphoria. It is
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not necessary that this always works as the facts of intermittent reinforcement
dictate. An occasional tranquility or euphoria is enough for the alcoholic to
remember the pleasure of those and forget the trouble or miseiy drinking may
cause, anticipating tranquility and euphoria.Royce states that, for the alcoholic,
drinking feels good. The next mornings’ hangover feels bad and is subsequently
associated with not drinking and a drink makes the alcoholic feel good again.'*®
Bandura’s (1969) social learning theory differs in several important ways
from other theories of alcohol abuse. The theory assumes that all drinking
behavior, from abstinence to normal social drinking to alcoholic drinking, is
governed by similar principles of learning, cognition and reinforcement.
Social learning theory rejects a progression through various stages of
alcoholism as suggested by Talbott (1986).'*' Social learning theory also rejects the
consideration of personality predisposition as prepotent to the development of
alcoholism. Longitudinal investigations have supported extreme variability of the
course of problem drinking and alcoholism both between and within individuals
over time.'*^
The influence of various social, situational, and intraindividual factors of
alcohol consumption will vary both between individuals and within individuals over
time. The influence of any factor or combination of factors are also though to apply
across the range of alcohol consumption, from abstinence to controlled social
drinking, through to episodic problem drinking and alcohol dependence, according
to discussions in this chapter. Thus, there is no necessary combination of factors
required to produce a problem drinker or alcoholism. It is assumed that there are




Recovery, as part of the social learning theory, would depend on the
individual’s ability to choose to explore alternative ways of coping. Both general
coping skills required for everyday life, and the specific self-control skills necessary
to manage drinking are suggested. Tlirough practice, verbal persuasion, modeling,
and physiologic pathways, the individual must acquire successfully and practice
alternative intrapersonal and interpersonal skills to develop high enough levels of
self-efficacy to resist demanding situations. The individual must be more self-
reflective, the theory demands, so as to identify potentially risky environmental
(e.g., a party) or personal (e.g., negative moods) provocateurs of drinking. The
individual must acquire the self-regulatory, and delay of gratification skills that will
allow for better decision-making around alcohol use. Overly positive expectations
about the consequences of alcohol use must be replaced by a more balanced set of
expectations including the long-term negative consequences. Social learning theory
suggests that some individuals may even grow out of their problem or experience
only brief episodes of problem drinking. Some may be able to resort to controlled
drinking. The central theme of social learning theory of alcoholism is that
responsibility for abuse depends on cognitive self-regulation in a stressful world
where alcohol is readily available, accepted, and sanctioned.
The empirical research discussed in this chapter is centered on three major
issues that concern researchers investigating personality factors in alcohol abuse.
The first issue concerns the personality precursors of alcohol use and abuse. That
is, researchers have attempted to determine whether persons who in the future will
drink alcohol and develop problems have personality characteristics that distinguish
them from other individuals, and, if so, whether these distinctive personal
characteristics help to account for the future use and abuse of alcohol. The second
21
issue is whether or not diagnosed alcoholics have personality characteristics that
distinguish them from nonalcoholic individuals. To identify the personality
correlates of alcoholism, not only has important theoretical implication for
understanding the etiology of alcoholism, but also has implications for how
treatment models for alcoholism are developed or researched. The third issue is the
need to identify the immediate and long-term effects of alcohol on personality, both
while the person is under the influence of alcohol and in a sober state. Identifying
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This chapter will discuss various definitions as they apply to substance abuse
and substance dependency as well as review the literature and current research in
the area of drug use and abuse.
Attempts to define drug use and drug dependency have met with mixed
results over time. The third edition of the Diagnostic and Statistical Manual of
Mental Disorders (DMS-III) offers the following definitions for substance abuse and
substance dependency, with clear distinctions between the two. Substance abuse,
according to the DSM-III, is characterized by a pattern of pathologic use,
impairment in social or occupational functioning that is related to use of the
substance, and disturbance lasting at least one month. For all drugs other than
alcohol and marijuana, substance dependence is defined in the DSM-III by the
presence of tolerance to the drug or evidence of withdrawal symptoms.’ -
The above definition is somewhat limited because of the problem in
attempting to determine pathologic use and degree of tolerance to a substance.
How much does one have to take to become pathologic? How much does one have
to take to develop a tolerance? The World Health Organization (WHO) has
attempted to define addiction, habituation, and dependency, but each of the
definitions are truly not complete.
Addiction is defined as:
A state of periodic or chronic intoxication, detrimental to the
individual and society, produced by the repeated administration of
a drug; its characteristics are a coinpulsion to take the drug and to
increase the dose, with the development of psychic and sometimes
physical dependence on the effects of the drug, so that the
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development of compulsion to continue the administration of the
drug becomes an important motive in the addict’s existence.^
Habituation, on the other hand, is defined as:
A condition resulting from the repeated consumption of a drug.
Its characteristics include: a desire (but not a compulsion) to
continue taking the drug for the sense of improved well-being
which it engenders; little or no tendency to increase the dose;
some degree of psychic dependence on the effect of the drug, but
absence of physical dependence and hence of an abstinence
syndrome; detrimental effects, if any, primarily on the individual.^
Drug dependence, according to the World Health Organization’s (1969)
definition is as follows:
A state, psychic and sometimes physical, resulting from the
interaction between a living organism and a drug, characterized by
behavioral and other responses that always includes a compulsion
to take the diug on a continuous or periodic basis in order to
experience its psychic effect, and sometimes to avoid discomfort of
its absence. Tolerance may or may not be present. A person may
be dependent on more than one drug."^
According to the research by Eddy et al., there are various t3T5es of drug
dependency. Eddy et al. (1965) classify dependency into seven types. The types
are barbiturate-alcohol, morphine, cocaine, cannabis, amphetamine, khat, and
hallucinogen (LSD).^ The dependency may be caused by both legal type drugs and




The research and literature examined in this section dates back to the onset of
Freudian theory. It is during these periods when psychoanalytic theory began to
seriously address drug addictions. These theories are still quite currently utilized in
the field of psychoanalysis and education in the field of drug addiction.
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Drug use and abuse quite often leads to dioig dependency which may require
hospitalization for long periods of time.
In 1924, Levy noted that patients treated for serious organic illnesses with the
drug morphine developed adverse S5miptoms associated with denial, projection and
dissociation.^
In 1925, Hartman attributed visual hallucinations with the use of cocaine. He
found that with the use of cocaine, especially among animals, that they tended to
be less inhibited.^ Sachs (1952) regarded craving for drugs as a compromise
between a perversion and a compulsion neurosis.® Weiss (1932) noted
relationships between taking toxic drugs and paranoia psychosis in which delusions
of being poisoned occurred.’
In recent stories of self-admitted drug addicts, love transference is verbalized
frequently. It substitutes pharmacogenic for genital orgasm. Liberation of
destructive instincts results in a need for punishment which sends the patient
deeper into the craving, and accounts psychologically for the necessity to increase
dosage. In his explanation of those individuals who do not take drugs by mouth,
Rado (1926) regards the oral exoticism as including not only the mouth region, but
also the stomach, intestines, the process of digestion and absorption, and the
diffusion of well-being over the entire organism. The latter, he calls alimentary
orgasm and compares it to the happy state of suckling after eating.’®
Rado regards pharmacogenic orgasm as a special instance of alimentary
orgasm. Phylogenetically, alimentary orgasm, as he calls it, is the original form of
pleasure and is associated with the self-preservation function. In the course of
evolution, the genital has taken over part of its orgastic function from nutrition. He
suggests that with the use of drugs, man recaptures, in a more satisfying way, the
original alimentary orgasm, and eliminates the need for genital satisfaction.”
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Simmel (1930) attributed the basic fixation in drug addiction to alimentary
orgasm.’^ This is a phase antedating organized psychic structure, a state of primal
instinctual narcissism. Addictions, he suggests, are pleasure-toned obsessional
states. They are also related to melancholia, but only as a secondary regression
following a primary obsessional mechanism. The main anxiety factor is castration
anxiety.
Chassel (1933), in his research on "The Psychoanalysis of Drug Addiction",
distinguishes three types of addiction. The first type is accidental addiction, where
the drug is taken originally for organic illness and then cannot be stopped. Second,
is what Chassel called obsessional addiction, related with neurosis, neurotic
disorder, or psychosis, in wliich the use of drugs was correlated with many
symptoms and is interchangeable with them. Third, is essential addiction, in which
it constitutes a perversion aroimd which the whole personality is organized. Based
on these theories, treatment techniques were developed and implemented.’^
TREATMENT
In Simmel’s Tegal Clinic, patients’ reactions noticed by the personnel were
taken into the analysis. Actual environmental reality could be changed, either
limited in a resistant phase or expanded in other phases. They suggested that there
was no value in letting patients struggle with abstinence from the drugs because
they take pleasure in the battle, comparable to the pleasure in the previous battle
against infantile onanism. They found that treatment was filled with danger
because of self-punishment ideas, suicidal trends and the tendency toward sadistic
gratifications. In the sanitarium, patients were allowed to kill, devour and castrate
personnel in drawings, with doll figures, etc. They were given two or three times
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the usual amount of food. They were allowed to cut off branches from the trees
and to indulge in other activities involving destruction.
When the patient was completely deprived of the drug, they were permitted
to stay in bed and were assigned a special nurse who encouraged them and looked
after their diet and personal welfare. In spite of conscious torments, the patients
had their deepest longings satisfied, the longing to be a child, to lie in bed and have
a kind of mother attend them; a mother who was always there when they were
anxious. The withdrawal of this phase represented a repetition of the weaning
period, the patient then went back to regular analysis. Treatment by abstinence is
regarded by psychoanalysts as leaving the patient with a crippling neurosis which
may drive them to suicide. In addicts with an underlying neurosis, analytic
treatment had good results, and in those with an underlying psychosis, there was
improvement to the extent that most of them lived useful lives in their usual
surroundings.
Glover (1931) noted that non-psychological treatment is devoid of value
because the importance of the dnjg to the patient is psychological. The patient can
easily forego the drug up to the last drop. After that, it is difficult because the drug
contains the symbolism. Glover continued that drug addicts were inverted
paranoids. They are both the persecutor and the persecuted in one. Addiction is to
paranoia as suicide is to murder. When the drug is abandoned, the patient shows a
hysterical neurosis or an obsessional state. Treatment, he summarizes, depends on
the analysis of these states.
Socio-medical
Closely related to Chassel’s three types of addiction are types of addictions
that are therapeutic addictions. These are drugs prescribed by a physician for pain.
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anxiety, restlessness, insomnia, etc. The susceptible groups in addictions of the
therapeutic t)^e are mainly middle-aged people.’^ Bejerot (1970) stated that
women and men are affected about equally often and women may even predominate
this group.The anxieties are often connected with personal problems such as
love, sexual difficulties in working out life and social situations. Personal problems
dominate the genesis in women, while problems connected with occupation and
career dominate in men.’’'
Those who were afflicted by addiction of this therapeutic type were deemed
more ambitious than the average, but more sensitive to criticism. Various forms of
neuroses, frustration, and depression are common requisites for addictions of the
therapeutic type. Addiction-prone personality type have been discussed in other
literature as well.’® Criminality and asocial conduct are rare in this group.
Therapeutic addicts are subdivided into three groups. These subgroups are as
follows:^®
1. Addictions arising as a result of a consciously accepted risk during medical
treatment. This is mainly a matter of the relief of pain in incurable and dying
patients, and a complicating addiction in these cases is accepted. Generally,
there is no problem associated with these type addictions.
2. Addictions inadvertently caused by medical treatment. Earlier morphinism
sometimes was suggested to have started this way, however, the risk in
present days is presumed to be small in correct medical treatment of pain. On
the other hand, Bejerot continues, it is not unusual for nervous and anxiety-
ridden patients to become addicted through long over-consumption (abuse) of
tranquilizers and sleeping pills. The susceptibility of addiction is great if the
patient wanders from one physician to another, and receives drugs from
several physicians simultaneously without any coordination of medications.
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Many physicians prescribe tranquilizers and sleeping pills in an
irresponsible way, and initiate addiction in their patients.
3. Self-established addictions. Medical doctors and medical personnel are
perhaps the most abusers in this category. Bejerot cites a number of
investigative studies from the United States, England, Germany, Holland, and
France which indicate that physician-addicts comprise about 15 percent of all
known addicts in these countries.
Bejerot commented that his extensive clinical experience and study of the
literature on treatment programs showed that rehabilitation of traditional addict
populations is an extremely difficult, time consuming and uncertain undertaking.
He concludes that as far as he knows, there is no program which permanently
rehabilitates even 50 percent of an unselected group of addicts.^^
This chapter has attempted to survey the literature on how addiction and
dependence are defined. The literature suggests that the two terms are
interchangeable. Further, this chapter attempts to explore theories regarding
causes of dependence on addictive substances as researchers have approached
dependence from a psychological and a sociological point of view. Finally, tliis
chapter examines the treatment approaches implemented by the two disciplines.
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DR. G. DOUGLASS TALBOTT’S MODEL
OF CHEMICAL DEPENDENCY
Dr. Talbott, an addictionologist and co-founder of an Atlanta, Georgia based
Impaired Physicians Program, shifts the disease of chemical dependence from
concept to precept; from a generalized idea of addiction to a direction meant as a
rule. Talbott suggests that there are specific signs and symptoms of chemical
dependency. While he refers to alcoholism as a separate entity for linguistics ease,
it is important to emphasize that the premises made apply equally to all the other
drug addictions. In a lecture series published by Dr. Talbott in 1986, he states that:
We can talk about any dru^: cocaine-ism, darvon-ism, demeral-
ism, librium-ism or valuim-ism, serax, dalmane-ism...speed,
sleeping pills, narcotics or alcohol (because that’s the most ancient
and addictive)...! could be talking about some 124 addictive
agents. It’s all the same.*
Talbott (1983) defines chemical dependency as continuing to use the drug or
alcohol despite destruction; despite adverse consequences in ones physical,
emotional, job, community, family, social and spiritual life.^ As for the physical
signs, it is the repeated visits to the doctor, the hospitalizations, the destruction of
tissue and system abnormalities. If the drug continues to affect one in an adverse
way and one continues to use it, this is a sign of chemical dependency.
Other clinical experiences with drug dependence supports the theory that
cocaine dependence has the characteristic of a chronic, relapsing and potentially
fatal disease of a similar addictive disease process - alcoholism. The behavioral,
social and psychological sequelae of cocaine addiction follow the same basic pattern
of addiction to alcohol, amphetamines and opiates.
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The key, however, to understanding chemical dependency lies in the word
disease.^ In 1975, the American Medical Association formally declared that
alcoholism and other drug addictions meet every criterion of a disease; an abnormal
state of health distinguished by specific characteristics. Talbott (1986) defines
these characteristics as follows:"^
1. It must be a primary condition and not a secondary symptom. Udel (1984)
assumed a leadership role with their neuropsychologic psychiatric triage of
500 physicians and an additional 500 laymen who were evaluated for
alcoholism and other drug addictions.^ The results of their meticulous
psychologic, neuropsychologic, and psychiatric assessment clearly
demonstrate that 94 percent of these subjects had no dominant primary
psychiatric diagnosis to account for their compulsivity. Seventy-three percent,
on the other hand, had significant secondary emotional problems with their
disease of chemical dependency, such as depression, anxiety, anger, guilt, etc.
Patients continue to drink, use repeatedly and compulsively as it destroys and
adversely affects their lives with a 94 percent normal psychiatric triage. In 6
percent of the triage subjects, there was evidence of dominant psychiatric
diagnosis to account for their compulsivity. Therefore, primary psychiatric
illness can no longer be scientifically embraced as the cause of their
compulsivity.
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2. There are specific anatomic and physiologic changes. With this disease,
almost every organ system has been incriminated by demonstration of specific
addictive change: pathologic, biochemical or biophysiologic.^ Recently, in
the understanding of primaiy alcoholic and lung disease, the role of alcohol
on the hematologic system has been described. Recent years have shown far
more impact on the hematologic and neurologic systems than was originally
described. This has also been true of the gastrointestinal and osteogenic
systems. Advances in electron microscopy and dimensional radioactive-
radiographic studies have made possible identification of these specific
anatomic and abnormal changes secondaiy to the disease of chemical
dependence as opposed to abuse of drugs.
3. The disease carries a recognizable set of signs and symptoms which permits
accurate diagnosis.^
4. The disease has a predictable, progressive course. The course of the disease of
chemical dependence is progressive, chronic, relapsing, and lethal if
untreated.®
5. There are established, etiologic agents or causes responsible for the disease.
Once one recognizes that the key to understanding chemical dependence is
that it is clearly, according to every medical criterion, a disease, Talbott’s
symptomology of the disease of chemical dependency is observable. Talbott (1984)
states that there are seven ways to determine whether one is an abuser of whether
one has the disease of chemical dependence itself.^ These seven signs differentiate
abuse from disease. These seven stages in the progression of the disease chemical
dependency are as follows:
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1. Compulsivity
The primary and number one symptom of the disease of chemical
dependence is compulsivity; irrational, irresponsible, returning to the drug
despite adverse consequences that destroy one’s life. Talbott continues that if
we were discussing the primary symptom of malaria being chills and fever; if
we were talking about a primary symptom being a cough, it would not be
difficult to accept or understand tuberculosis; or the primary symptom of
rheumatoid arthritis being red hot, swollen joints.’® In the health profession,
which includes psychologists and family therapists, compulsivity cannot be
attributed to lack of will power, lack of discipline, immorality, ignorance, or
abnormal moral values, cultural values, or psychological imbalance.
Compulsivity is of disease origin. Compulsive use predictably progresses to
stages of destruction which involves physical, emotional and social.
Compulsivity determines the way one uses the drug; whether the use is
abusive or diseased. Compulsive use destroys physical, emotional, social,
spiritual and cultural life. Though one may fully intend to have just one little
drink, often one does not quit until completely overcome by a stupor.
Further, with the component of compulsivity, the chemically dependent user
is unable to guarantee their subsequent behavior.”
Blum (1983) adds that as the neurobiologic, neurotransmitter, and
genetic basis of compulsion is becoming more apparent, and distinction
between the abuser and the diseased alcoholic and drug addict is becoming
evident, the acceptance by health professionals of the disease concept is
slowly becoming a reality.’^
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2. Changing^ Tolerance
Another of the symptoms which distinguishes whether one has crossed
the wall from abuse to chemical dependence is changing tolerance.'^ The
quantity of the drug which once induced a happy glow no longer brings forth
that glow and initially one needs increasing amounts of the drug. Later, and
abruptly for no apparent reason, the tolerance drops and small amounts
produce severe intoxication. Talbott adds, however, that while the drug
tolerance of the abuser may initially build slowing, it will often flatten out
and then continue to build at a very slow rate, this is not so for the chemically
dependent.
Royce (1981) adds that acquired tolerance or tissue adaptation means
that cellular changes have occurred as a result of drinking, which allow the
same amount of alcohol to have less effect on the central nervous system.'"^
Maxwell (1984) adds to the examination of changing tolerance:
... in addition to all the factors leading to heavier drinking, the
heavier drinking itself has significant psychological consequences.
Bodily adaptation to the heavier intake manifests itself in
increased tolerance and some degree of psychological dependence.
In the overall process of becoming an alcoholic, increased
tolerance and growing dependence are significant changes-
objective warning signs. However, the alcohol which has been
working so well up to this point can also be used to take care of
such undesired psychological changes. Accordingly, drinking is
stepped-up as needed. And because the psychological changes do
not show themselves with dramatic suddenness, the
accommodation to them may be scarcely noticed. There may, at
times, be a vague recognition of drinking more, but at this stage,
further alcoholics are most likely still to think of themselves as
normal, social drinkers. It’s self-deception, but it keeps them
going ...'^
Royce adds that:
Many alcoholics increase their initial tolerance in the early stages
of their drinking, maintain this plateau through most of their
alcoholic career, and eventually experience a notable drop in
tolerance, perhaps below their initial level. This drop seems
iiTeversible ... Their tolerance level has dropped below their
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euphoria level; that is, they get drunk (or sick) before they get
happy
The American Medical Association Manual on Alcoholism (1977)
reports the following;
Tolerance is reported by some patients to be lost in the advanced
stages of alcoholism when they find they can no longer "take it" as
they once did, and a relatively small amount of alcohol seems to
cause an unexpectedly profound effect. There is evidence
suggesting that this effect may result from impaired metabolism,
perhaps secondary to liver malfunction, from heightened
sensitivity of an organically damaged brain to the effect of
alcohol.'^
3. Blackouts
Talbott defined blackouts as true drug amnesia and describes this with
the following:
I could bring you in an alcoholic ... I could bring you in a drug
addict and we would spend this whole time talking ... I could
bring you in a diug addict and she or he would look like they were
talking and looking normal and answer questions. The next day,
he or she would have no idea that they’d been in the room. True
drug amnesia, not passing out, both the ability to perform rote
performance (is) true blackout.*®
The chemically dependent user, according to Talbott, actually forgets
the events of hours or even days during which they drank without an idea of
how they got to a destination; made phone calls; and hold lengthy
conversations without recall.*^ They may even perform complex but routine
task without memory of it.
4. Withdrawal Syndrome
Withdrawal symptoms result when one is deprived of the drug.
Withdrawal is not a hangover (if the drug is alcohol). Talbott states that the
first stages of withdrawal is where the insomnia, along with anxiety,
sweating, and rapid heart pace occurs. Insomnia, the inability to sleep, begins
stage one of withdrawal. Mendelson and Mello (1979) add that the most
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common withdrawal syndrome includes tremulousness which is usually
associated with the subjective feeling state of apprehension and anxiety.^® In
addition, authorities state that the tremulous state is most frequently a self¬
limited condition and spontaneous recovery usually occurs without any
specific medication or treatment.^’
This condition results from a pendulum-like swing of the involuntary
nervous system, going from the depressed state induced by the drug, to the
hyperactive state that ensues when the depressive influence is removed by
several hours of abstinence. Talbott has recognized four stages of the
withdrawal syndrome.^^ The first stages are unimpressive to the casual
observer, since they are manifested by tremor, a nameless but all-prevailing
anxiety, lack of appetite, sweaty with increased pulse rate, elevated blood ,
pressure and insomnia. At first these discomforts can be obliterated by use of
the drug, but the disease progresses the symptoms of withdrawal, which may
progress to hallucinations, seizures, and culminate in the dreaded delirium
tremens (DTs) which carries a high death rate, if untreated.^^
Hallucinations, the apparent perception of sight, sound, etc., that are
not actually present, are horrifying but not nearly to the point of seizures and
delirium tremens (DTs). Hallucinations may be visible, auditory, or mixed.
Imaginary dogs and cats running in and out of the room, little red bugs
crawling all over the body, and imaginary voices are common.^^ The old
distinction that ascribed visual hallucinations to alcohol and auditory ones to
schizophrenia or other psychosis seem invalid.^^ Talbott, in his lecture series,
shares from medical experience that:
Most of the seizures that one sees in an Emergency Room are
alcohol seizures; sedative hypnotic seizures; seizures from the
benzodiazopines, from the tranquilizers, from the sleeping pills.
42
Very few seizures are epileptic and, unfortunately again, we’re
having difficulty in teaching people about this.^^
By far, the most serious stage of withdrawal is DTs. Talbott
summarizes this state of withdrawal with a bit more urgency. He describes
delirium tremens as:
... the most lethal medical condition in America today; three
percent more lethal than a heart attack or a stroke. You have a
greater chance of dying in unattended DT’s, where all the
combinations ofwithdrawal occur ...^^
The delusions in the state of delirium tremens are severely persecutory
and as Talbott urges, dangerous. Delirium tremens, a term often erroneously
applied to all alcohol withdrawal states, is a rare but potentially lethal
condition.
Mendelson and Mello describe that:
Delirium tremens is characterized by disorientation and confusion,
vivid hallucinations, severe tremens and agitation, fever and
sweating, tachycardia, increased blood pressure and respiratory
rate, insomnia, anorexia, and other signs and s5nnptoms of serious
debilitating illness. The hallmark of this syndrome is confusion
and disorientation in association with severe tremulous states ...
Patients with delirium tremens are seriously ill and require
immediate hospitalization and medical treatment.^®
5. Destruction of Physical Condition
Talbott states that in this stage of the disease of chemical dependency:
Basically, what we’re talking about as far as the physical signs are
the repeated visits to the doctor, the multiple hospitalizations, the
symptoms related to drug use (including the drug alcohol), the
destruction of tissue and organs and tissue abnormalities ... Look
at how alcohol effects evety system of the body ... the blood, the
bones, the organs, the brain, the eyes, the ears, the stomach, the
lungs. We’ve only recently, in 1986, been able to say, that’s not
pulmonaty emphysema; that’s not obstructive pulmonary disease.
That’s primary alcohol and drug disease. That’s primary alcohol
and lung disease; that’s primary alcohol and dru^ heart disease.
That anemia and abnormality of the blood is not due to
menstruation or problems with leukemia ... or cancer of the blood.
That’s primary alcohol and drug problems. And so it is with every
organ system. So, if the drugs continue to affect the body and you
continue to use it, you’re an addict.^^
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Further, Talbott states simply that manifestations of the chemically
dependent persons’ physical deterioration range through lack of appetite,
insomnia, persistent headaches, sexual impotence, difficulty with vision,
terrifying dreams, stomach trouble and heart trouble. They neglect grooming
and seem to lose all pride in personal appearance.
In summary, Talbott notes that abuse can kill but it is a different
anatomic and pathologic entity that causes death than that resulting from the
disease of chemical dependency.^®
Smith, notes that differentiation for the abuse organ changes is now
possible and that it is apparent with our new electron microscopy and nuclear
radiographic techniques to differentiate abuse changes in the body tissues.^’
Mendelson and Mellow state that:
Since alcoholics tend to regard their disorders as associated with
some form of social stigma, they often tend to deny or minimize
symptoms of alcohol dependence. Frequently an alcohol-related
problem is detected within the context of evaluation of a medical
disorder. Illnesses which are frequently associated with drug and
alcohol-related problems include hepatitis and cirrhosis (in the
alcoholic), acute gastritis, acute pancreatitis and chronic disorders
of the peripheral nervous system.^^
In addition, Mendelson notes that chronic nutritional disorders may be
associated with alcohol abuse and include poor dietaiy intake and
malabsorption syndromes induced by the effects of ethanol on the
gastrointestinal tract.^^ The combination of excessive drinking or excessive
drug ingestion and poor diet may culminate in the genesis of disorders of the
central and peripheral nervous system.
Deterioration of psychological life is evidence by loss of interest in
hobbies and other accustomed leisure activities, loss of interest in work, and
(loss oO increasing willingness to accept normal responsibilities. Often, the
chemically dependent person manifests inappropriate mood swings. There is
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also an increasing feeling of shame, guilt, helplessness and hopelessness.^*^
Royce adds that the alcoholic really is a different kind of persons than what
the alcoholic behavior attest to. The alcoholic not only does not know what is
wrong with him, but even who he is (e.g., the person who goes on a rampage
with family and friends, fights with a job supervisor while under the influence
repeatedly, or the person who would so like to help provide comfort at home
and establish the personal comfort of stability on a job).^^ Zinberg and
Frazier found that the alcoholic has two fears which are so strong as to be
phobic: the fear of drunkenness and the fear of sobriety.
Royce states further that:
Despite individual differences, practically all alcoholics experience
remorse, guilt, shame and self hatred. The self esteem sinks very
low, and often shatters entirely. Feelings of loneliness and
alienation are common. Depression and feelings of hopelessness,
futility, and a sense of meaninglessness in their lives are
characteristic of alcoholics. The depression, of course, only
augmented by alcohol.^^
Talbott notes similar experiences in any chemically dependent person,
regardless of the drug choice.
Milkman and Suderwirth proposed a model of addiction based on
changes in enzyme levels, which result from compulsive use of substances or
activities (i.e., risk taking). It is these alterations in the enzyme levels wliich
causes addicts to react differently from non-addicts to the same experience.
The lay person or the obsei'ver, however, may simply label this
inappropriate.^^
6. Socio-Cultural Destruction
Marriage, religion, community, family and work, all become of
decreasing interest to the chemically dependent person at this stage in the
disease process. According to Talbott, the chemically dependent person seems
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to lose all that is not directly related to his (her) supply of the drug. They
become less and less communicative, more and more withdrawn and,
gradually, their position shifts from being an asset to the family or community
to an increasing detriment and burden.^^ Accompanying the physical,
emotional and social destruction is the omnipresent factor of denial, the final,
desperate coping mechanism.
Lack of acceptance of the disease on a personal level coupled with the
inability to make a correlation between abusing mood-altering chemicals with
the ensuing problems lend themselves to what experts label a denial
syndrome. Bailey and Leach (1965) state that most observers of alcoholism
agree that the alcoholic’s denial of his problem is the greatest obstacle to
recovery.Maxwell (1984) addresses the denial process;
Usually, the failure of the efforts to control the drinking is very
difficult to acknowledge ... alcohol is now so important that the
reality of loss of control and all that it implies simply has to be
rationalized away. Rationalizations have probably been employed
before to deal with some of the undesired efforts (effects) of
excessive drinking. With loss of control, the need becomes even
CTeater. Rationalizations are added to rationalizations until we
have an "alibi structure" which is often built up to a point of
unbelievable denial."^’
Royce accentuates Talbott’s concept of denial further, stating that:
... Much of what a counselor is tempted to ascribe to denial is
really honest confusion in the alcoholic’s mind ... there is some
truth in the statement that alcoholics suffer from a fatal disease
whose primary symptom is denial that they are sick. Denial is
rationalization, kidding ourselves. Being very much like human
beings, only maybe a little more so, alcoholics are not the only
ones capable of it, but seem to excel. Certainly a high IQ is no
guarantee of avoidance. Our experience, conformed by numerous
recovered alcoholics now working professionally in the field, is
that the more intelligent alcoholics are, the more adept and
devious they are at denial.
Projection and blame is another favorite mechanism. The spouse,
the boss, the parents, the police, "the system" - anyone or anything
except the alcohol must be to blame for all the miseries of the
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alcoholic. The alcoholic is often skillful at drawing others into this
delusional system, especially a spouse or lover who sympathizes
Talbott states that:
The dynamics of denial are two-fold: There is altered perception
and severe pain repression. The ultimate agony is loss of control.
Loss of control takes years to develop. Loss of respect and loss of
control go hand-in-hand and provide for the individual the most
exquisite pain. The ultimate agony is not the loss of job, the
divorce, the money, or even the physical pain; it is the fact that
the alcoholic, the addict, does not like himself or herself. Once
across the wall, no alcoholic or drug addict ever takes dmgs
because he or she like to . During the progression to abuse, they
take drugs for pleasure and to ease the pain. After crossing the
wail into the diseased state, they take drugs only to dull and ease
the pain.'^^
7. Psychological Destruction
Destruction of psychological life is evidence by loss of interest in
hobbies and other accustomed leisure activities, loss of interest in work, and
increasing unwillingness to accept normal responsibilities. Of the chemically
dependent person manifests inappropriate and exaggerated mood swings.
There is also an increasing feeling of shame, guilt, helplessness and
hopelessness. Isolation and loss of communicative skills results in a de-
peoplizing process.
The addict quickly becomes emotionally incapable of managing his or
her life. The coping skills are either airested or lost. While the abuser,
principally through the mechanism of controlled drinking and dmg use, keeps
the basic fabric of his or her emotional/psychological health in tact, although
at times severely disturbed, the chemically dependent persons’ emotional and
psychological stability disintegrates. The painful, excessive symptoms
increase with the progression of the disease of alcoholism and drug addiction.
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CAUSES
Talbott admits that a basic cause is unknown. However, he continues that:
In this new frontier of understanding behavior in regard to
compulsivity (the primary symptom of chemical dependence), the
therapist treating an alcoholic or drug addict should remember
that each person has two brains - the primitive and the new.
Following the work of Penfield of Montreal, a group of us at Johns
Hopkins and the University of Maryland were able to find this
primitive brain in animals and to stimulate behavior and feelings.
Later, we duplicated the results in humans and found that a
neurotransmitter deficiency exists in those with chemical
dependency. When we began to map out our findings, we found
that neither the probe nor the electrical impulse, but chemical
(particularly beta-melanaphore stimulating [B-HSH] hormone)
transmitted the messages. These chemicals, then, could be related
to this primitive brain behavior and could be translated into
various drug responses or dmg behavior. Soon, we could plot
specific drugs and specific highs in teims of the primitive brain
and, in the process, we learned about cross addiction. If a person
is addicted to one substance, he or she will be cross-addicted to all
of them. Also, the response is not limited to the brain, but also
occurs in the insoquinolones, mediated by the liver. For the first
time, we began to appreciate what causes compulsion. It is due to
a molecular defect of the neurotransmitter system in the primitive
brain."^
Talbott explains this process more simply for the lay person stating that the
brain of the chemically dependent person is altogether different from simply an
abuser or user.'^'’ Simply put, he states, that his or her biochemical filter is broken,
and they are using the drug for an entirely different reason - no longer because they
enjoy it, but to block some type of pain. According to Talbott, the drug is being
biochemically processed in an entirely different way in the chemically dependent
person than in the abuser. Blum explains that during the diseased state, the
survival brain (in which concrete thinking and instinctual behavior have been
derived for survival of the species) undergoes depletion of the neuromolecular
system involving the neurotransmitters."^^
Talbott compares this biochemical process with the disease of diabetes in
order to emphasize that volume, dose or duration of use do not the addict make.
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Diabetes, he says, is not caused by taking too much sugar. It is caused by sugar
plus the X-factor in the pancreas. So it is with the disease of alcoholism and drug
addiction. Abuse, plus the biochemical/genetic predisposition, the X-factor, are
what cause the disease of chemical dependency, not simply abuse alone.
Talbott describes the two brains, the primitive hypothalamic instinctual brain,
and the new brain, which includes the right and left cerebral cortex, the cerebellum,
the medulla and the other new brain sections. The new brain, he points out, is
capable of receiving, transmitting and transferring stimuli from all of the sensory
organs (the sight, the feel, the taste, the smell), the new brain transmitted these
signals to the primitive brain for instinctual survival behavior (to flee or fight, to
eat, to drink, to reproduce, and to know the feelings that were necessary to
accompany and implement these actions.) He suggests that these two brains are
directly related to the disease of chemical dependency in that the new brain is
where the stimulus, the direction and the implementation of abuse takes place. He
gives the following example:
The alcoholic chooses to drink, cognitively, controlled, cordially,
he or she says I want a drink; I desire a drink; I am attracted to it;
I make a decision to drink; this is a new brain decision. Not so, if
the individual is unfortunate enough to have crossed the wall.
Then the message comes from the primitive instinctual brain; a
different portion of the brain in involved, with a different
message. "I need a drink; I must have a drink; I will take a drink
independent of consequences; I have lost control to stay in the
abstinent state; I require a drink." Compulsion, the number one
primary symptom of the disease, is now the supreme and over¬
riding stimulus coming from the hypothalamic instinctual control
center, the primitive, old, survival brain."^®
The genetic component of Talbott’s formula of abuse, plus the X-factor raises
the question of why do certain people develop the disease of chemical dependency.
He points to current evidence that indicates that these individuals have a genetic
predisposition. Talbott states that his or her XY chromosome abnormality
determines whether they are the one in five that will cross the wall independent of
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the disease and duration of drug intake. The brain chemicals are abnormal because
of inheritance, genetic factors. Interestingly, Talbott states that although the
disease of chemical dependency is a genetic familial disease, it will skip generations
and will skip siblings. Talbott relates, further, that it is too early in research
evidence to go beyond merely identifying the predisposition as a genetic or familial
disease. However, other genetic predisposition seems clear and certain. Abuse is
only needed to trigger the disease."^^
Evidence from the early 1970’s, familial patterns of alcoholism and drug
abuse existed, and environment was suggested as the reason. Substance abuse was
considered learned behavior although biochemical and genetic studies disproved
that theory.^® There is growing evidence that there is a genetic predisposition to
alcoholism.^’
TREATMENT
Talbott emphasizes throughout discussions of chemical dependency that no
one approach is and of itself, is entirely useful or completely effective. He states
that the medical model alone does not work. The psychiatric model alone does not
work. The social work model alone does not work. The clergy model alone does
not work. They all work together. It is multifactorial.^^ The first major attempt at
practically appreciating this idea was made by E. M. Jellinek, whose ideas were
absorbed and revised as the form of conventional wisdom that suggested a concept
*
of the unitary syndrome of alcoholism. This concept proposed that there is a
unitary phenomenon called alcoholism and which supposes all persons afflicted
with this phenomenon are substantially the same, experiencing a similar
progressive deterioration and who will respond to a singular treatment, resulting in
one specific outcome - abstinence.
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Royce supports Talbott with the following observation:
Nearly all discussions of casualty pit one theory against the other,
as if readers must choose one to the exclusion of the other.
Worse, each writer seems determined to climb to the top of the
pile by trampling on the prostrate forms of the proponents of
other theories. At least they seem to take delight in pointing out
that each proposal is inadequate as a total theory. Why not
combine them?^"^
First and foremost, Talbott recognizes that, to date, chemical dependency
cannot be cured. It can only be arrested. He states that because substance abuse is
an psychosocial as well as a biogenetic disease, it is imperative that the treatment
staff include well trained counselors and family therapists. Further, it is necessary
that therapists work with the patient as well as the family to ensure that both know
their responsibilities and that both have realistic expectations. Talbott explains that
withdrawal symptoms last for about one year and include wide mood swings,
nonspecific anxiety, unexplained depression and numerous physical changes. In
fact, he continues, addictive changes can be seen with electron microscopy of the
scalenus and gastroenemius muscles for nearly eight months after discontinuance of
the drug. In light of these findings, Talbott recommends that a good treatment
program should consist of the physicians; biochemical care (restoring biostasis and
balance with meticulous guarding against using mood altering drugs for the
patient). The problem of drug substitution by the chemically dependent is a great
problem in treatment. Alcoholics and addicts can develop drug dependencies or
switch drug dependencies from one to another. This includes dependencies on
amphetamines, barbiturates, and narcotics as well as other tranquilizers which,
though are labeled non-addictive, are equally dangerous to the chemical
dependent.
Talbott’s treatment recommendations further include the influence of the
counselors’ psychological care. He recommends that the counselors’ and physicians’
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responsibility is also to appraise the addict and alcoholic, as well as their family of
the changes involved in withdrawal.
Royce notes that defining alcoholism a disease encourages a professional
attitude among doctors, nurses, social workers, the police, and courts and
hospitals,Royce asserts that, "we don’t punish a disease." An American Medical
Association team to educate physicians and hospital administrators to this was
implemented fort educational puiposes in relation to addiction to any additional
chemical. Royce states too, that the disease concept has great psychological
advantages for the victim who is sincere about helping himself.He says it disarms
denial, enabling one to admit needing help. Talbott goes a step further, with his
notion that the addict and alcoholic must share the responsibility with family and
assume personal accountability. He elaborates that the addict and alcoholic have a
biogenetic disease and, that he or she is not responsible for being chemically
dependent, but most certainly is responsible for recovery or for not every using
mood altering drugs again. Taking drugs away from the addict or alcohol from an
alcoholic is easy, but that does not prompt recovery. Recovery is the development
of non-chemical coping skills so that one can achieve sobriety. Talbott states that:
When one views that disease precept of alcoholism and other drug
addictions as it now exists from both an historic and future
standpoint, the paramount role of Alcoholics Anon3mious (A.A.)
and Narcotics Anonymous (N.A.) is changing attributes is
apparent. Fifty-three years ago, the founders, a physician and a
stockbroker/counselor, recognized alcoholism as a primary illness,
with recovery depending on total abstinence. Today A.A.
continues to be the most effective treatment modality for this
disease, particularly as it relates to long-term after-care from
detoxification and initial treatment. Alcoholics Anonymous
continues to provide the most effective tools, implementation, and
plans for non-chemical coping.^®
Maxwell reiterates that the Alcoholics Anonymous organization believes that
recovery calls for more than abstinence from alcohol. He states that the entire field,
which was changed so dramatically while the drinking became central, needs to
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undergo changes before a person can live comfortably and happily without
drinking. This situation, he states, constitutes an apparent dilemma. The dilemma
is that as long as the alcoholic keeps drinking change cannot occur, and the person
cannot keep from drinking, for long unless the other changes occur.^^
The awareness of this dilemma. Maxwell continues, helps develop an
appreciation for the long-run solution which is inherent in the A.A. program and
way of life, and the manner in which newcomers to A.A. are enabled to make a start
toward the solution - a life of abstinence.
Talbott suggests that trained staff members are responsible for assisting the
patient in a variety of modalities which include (1) medical detoxification, (2)
group therapy, (3) Alcoholics Anonymous and Narcotics Anonymous Programs
(bourne out of A.A.), (4) spiritual counseling, (5) family therapy, (6) non-chemical
coping skills, and (7) family workshops.
Medical detoxification and initial assessment occur within the first through
the seventh day of admission normally. A patient at the state of needing
detoxification receives medical and educational care. The counselors’ and
physicians’ responsibility is also to appraise the patient and his or her family of
changes involved in withdrawal. All patients should receive a medical work-up
including a physical examination, chest x-ray, complete blood count, urinalysis,
blood chemistry, blood electrolytes, blood serology and drug screen.
Group therapy sessions are scheduled daily to provide an avenue by which
sharing, honesty, openness and trust might be opened. Personal accountability and
responsibility for one’s own drug/alcohol free lifestyle is emphasized in groups.
According to individual assessment, capable staff members should be available to
address problems related to physical and sexual abuse as these are issues many
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chemical dependent persons have a need to recognize as a result of their active use
of their drug of choice.
Group therapy, further, assists the patient in breaking through denial and
allowing for acceptance of alcoholism and dmg addiction as a psychosocial
biogenetic disease. Recovery from this disease is predicated upon the person’s
surrender to the impact of the disease on his or her entire life. Careful presentation
of the diagnosis and the dynamics of the disease is critical to the acceptance of the
disease model by patients and repeated presentations are usually helpful to
overcome the denial process. Lectures, audio-visual education and individualized
counseling are utilized.
Alcoholics Anonymous and Narcotics Anonymous are the main-stay of
recoveiy and involve a Twelve Step program which is the foundation of abstinence
maintenance. A.A. and N.A. are available as self-help programs whose members
share their experience and hope in woridng the Twelve Steps for remaining
chemically free. Family members are encouraged to become involved in the family
support programs of Al-anon and Nar-anon.
Spiritual counseling accentuates 12 principles of recovery which directly
related to the Twelve Steps. It covers personal spiritual discussions on honesty,
hope, courage, integrity, willingness, humility, healthy love, discipline,
perseverance, awareness of a Higher Power, and service work in a recovery
fellowship.
Family therapy and its importance is well documented in Dr. Talbott’s literature,
describing addiction as a family disease. Talbott asserts that there is a positive
correlation between family involvement and successful treatment. The family must
be allowed to recover from wounds of living with behaviors of the chemically
dependent person. Family members may also deny that a family member is
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chemically dependent and refuse to look at how they really feel about that
members’ chemical dependency. Anger and sadness are held in tightly in order to
avoid becoming overwhelmed by the awareness of a member of the family being
chemically dependent. To release the anger and sadness and admit/accept that a
family member is chemically dependent can be frightening and deflating.
Family members must begin their own recovery. Examples of family (co¬
dependency) issues include the following; difficulty knowing feelings and trusting
others enough to express these feelings honestly; lack of spontaneity; the need to
maintain a protective facade; denial of emotional and physical needs; and basing
self-esteem on how others see them.
Non-chemical coping skills are necessary after a period of avoiding to address
issues in the chemically dependent person’s life. They have practiced sedating
feelings when issues triggered discomfort. Without the drug of choice; without the
option of sedating, tranquilizing, anesthetizing, etc., coping must be relearned and
learned for the first time.
Family workshops should be available because the family must be educated
and treated along with the patient. This involves lectures and discussions on
changing expectations, communications, problem-solving and role identifications of
all family members.
Talbott’s treatment model involves each member of a treatment staff (i.e.,
medical, social work, counseling, clergy and psychological). It is exemplary ofwhat
is meant by the multidisciplinary approach to chemical dependency.
55
REFERENCES
’G.D. Talbott, Chemical Dependency: The Disease and Diagnosis, taped
lecture series, No. 1, 1986, videocassette.
^G.D. Talbott, "The Disease of Chemical Dependence; From Concept to
Precept," The Counselor July/August f19831: 18.
^G.D. Talbott, Chemical Dependency; The Disease and Diagnosis, taped
lecture series. No. 1, 1986, videocassette.
^Ibid.
^M.M. Udel, "Chemical Abuse/Dependence: Physicians’ Occupational Hazard,"
Journal of the Medical Association of Georgia 73 (1984): 775-778.
^D.E. Smith, "Substance Abuse Disorders; Drug and Alcohol," in Clinical
Psychiatry, ed. H. Goldman (Los Altos, CA: Lange Publishers, 1983), 317-340.
^G.D. Talbott, "The Disease of Chemical Dependence; From Concept to
Precept," The Counselor July/August (1983): 18.
«rbid.
^G.D. Talbott, Chemical Dependency; The Disease and Diagnosis, taped
lecture series. No. 1, 1986, videocassette.
’°Ibid.
"G.D. Talbott, "The Disease of Chemical Dependence; From Concept to
Precept," The Counselor July/August (1983): 18.
’^K. Blum, "Special Issues: The Psychobiology of Alcoholism," chap, in
Substance and Alcohol Actions/Misuse (Netv York: Pergamon Press, 1983), 132.
’^G.D. Talbott, "Alcoholism and Other Drug Addictions: Primary Disease
Entity," Journal of the Medical Association of Georgia 13 (1986): 490.
’'^J.E. Royce, Alcohol Problems and Alcoholism (New York: The Free Press,
1981), 81-84.
’®M.A. Maxwell, The AA Experience: A Close-Up View for Professionals (New
York: McGraw Hill, 1984), 192.
’^J.E. Royce, Alcohol Problems and Alcoholism (New York; The Free Press,
1981), 85-86.
’^American Medical Association, Manual on Alcoholism. 2d ed. (Chicago:
American Medical Association, 1977), 27.
’®G.D. Talbott, Chemical Dependency: The Disease and Diagnosis, taped
lecture series. No. 1, 1986, videocassette.
56
Mendelson and N. Mello. The Diagnosis and Treatment of Alcoholism
(New York: McGraw-Hill, 1979), 51.
^’M. Victor and R.D. Adams, "The Effect of Alcohol on the Nervous System,"
Journal of Nervous and Mental Disease 32 (1953): 526; J.H. Mendelson and N.
Mello, The Diagnosis and Treatment of Alcoholism (New York: McGraw-Hill,
1979), 251.
^^G.D. Talbott, Chemical Dependency: The Disease and Diagnosis, taped
lecture series. No. 1, 1986, videocassette.
Royce, Alcohol Problems and Alcoholism (New York: The Free Press,
1981), 86.
^^C.E. Becker, R.L. Roe and R.A.Scott, Alcohol as a Drug: A Curriculum on
Pharmacology. Neuroloyv and Toxicology (Baltimore: William and Watkins, 1974),
72-74.
^^G.D. Talbott, Chemical Dependency: The Disease and Diagnosis, taped
lecture series. No. 1, 1986, videocassette.
^^Ibid.
Mendelson and N. Mello. The Diagnosis and Treatment of Alcoholism
(New York: McGraw-Hill, 1979), 53.
^’G.D. Talbott, Chemical Dependency: The Disease and Diagnosis, taped
lecture series. No. 1,1986, videocassette.
^°G.D. Talbott, "Alcoholism and Other Drug Addictions: Primary Disease
Entity," Journal of the Medical Association of Georgia 13 (1986): 492.
^'D.E. Smith, "Substance Abuse Disorders: Drug and Alcohol," in Clinical
Psychiatry, ed. H. Goldman (Los Altos, CA: Lange Publishers, 1983), 317-320.
^^J.H. Mendelson and N. Mello. The Diagnosis and Treatment of Alcoholism
(New York: McGraw-Hill, 1979), 53.
^^J.H. Mendelson, "Alcohol Abuse and Alcohol-Related Illnesses," in The Cecil-
Loeb Textbook of Medicine, ed, P.B. Beeson and W. McCermott (Philadelphia: W.B.
Saunders Co., 1975), 597-602.
^"^G.D. Talbott and O. Garder, "Alcoholism the Disease - A Medical Fact,"
Journal of the Medical Association of Georgia 64 (1975): 331-333.
^''^J.E. Royce, Alcohol Problems and Alcoholism (New York: The Free Press,
1981), 86.
57
^^N.E. Zinberg and K.M. Fraser, "The Role of the Social Setting in the
Prevention and Treatment of Alcoholism," in The Diagnosis and Treatment of
Alcoholism, ed. J.H. Mendelson and N.K. Mello (New York: McGraw-Hill, 1979),
54-72.
Royce, Alcohol Problems and Alcoholism (New York: The Free Press,
1981), 83.
Milkman and S. Sunderwirth, "Addictive Processes," Journal of
Psvchoactive Drugs 14 (1982): 177-192.
^^G.D. Talbott and 0. Garder, "Alcoholism the Disease - A Medical Fact,"
Journal of the Medical Association of Georgia 64 (1975): 331-333.
'^^M.B. Bailey and B. Leach, Alcoholics Anonymous: Pathways to Recovery -
A Study of 1058 Members of the A.A. Fellowship in New York Gitv (New York:
National Council on Alcoholism, 1965), 66-68.
“^’M.A. Maxwell, The AA Experience: A Close-Up View for Professionals (New
York: McGraw Hill, 1984), 195.
'^^J.E. Royce, Alcohol Problems and Alcoholism (New York: The Free Press,
1981), 83.
“’^G.D. Talbott, Chemical Dependency: The Disease and Diagnosis, taped
lecture series, No. 1, 1986, videocassette.
'*'^G.D. Talbott, "Relapse and Recovery: Special Issues for Chemically
Dependent Physicians," Journal of the Medical Association of Georgia 73 (1984):
768.
"^^G.D. Talbott, Chemical Dependency: The Disease and Diagnosis, taped
lecture series. No. 1, 1986, videocassette.
Blum, "Special Issues: The Psychobiology of Alcoholism," chap, in
Substance and Alcohol Actions/Misuse (New York: Pergamon Press, 1983), 137.
"^^G. Vaillent, The Natural History of Alcoholism: Causes. Patterns, and Paths
to Recovery (Cambridge, MA: Harvard University Press, 1983), 101-103.
'^®G.D. Talbott, "The Disease of Chemical Dependence: From Concept to
Precept," The Counselor July/August (1983): 18.
'^’G.D. Talbott, "Substance Abuse," Alabama Journal of Medical Sciences 21
(1984): 150-153.
®®F. Bloom, A. Bayon and E. Battenberg, "Encorphins: Developmental,
Cellular and Behavioral Aspects," in Neural Peptides and Neuronal Communication,
ed. E. Costa and M. Trabucchi (New York: Raven Press, 1980), 619-632; A. Herz,
"Role of Endorphins in Addiction," Modem Problems in Pharmacopsychiatry 17
(1981): 175-180; J.H. Mendelson and N.K. Mello, Genetic Determinants of
Alcoholism, the Diagnosis and Treatment of Alcoholism (New York: McGraw-Hill
58
Book Co., 1979), 59-82; L. Splatt, "Evidence of an X-linked Recessive Genetic
Characteristic in Alcoholism," Journal of the American Medical Association 241
(1979): 2543; D.D. Rustein and R.L. Veech, "Genetics and Addiction," New England
Journal of Medicine 298 (1978): 1140-1141.
^’M.S. Schuckit, "Genetic and Clinical Problems of Alcoholism and Affective
Disorder," American Journal of Psychiatry 143 (1986): 140-147; M.A. Schuckit and
G. Winokur, "Genetics of Alcoholism," Alcoholism: Clinical and Experimental
Research 9 (1972): 475-492.
^^G.D. Talbott, "Substance Abuse and the Professional Provider: The New
Attitude About Addiction," Alabama Journal of Medical Science 21 (1984): 150-
155.
^^E.M. Jellinek, The Disease Concept of Alcoholism (New Brunswick, N.J.:
Hillhouse Press, 1960), 16.
^"^J.E. Royce, Alcohol Problems and Alcoholism (New York: The Free Press,
1981), 83.
^^E. Freed, "Drug Abuse by Alcoholics: A Review," International Journal of
Addiction 8 (1973): 451-473; A. Kipperman and E.W. Fine, "The Combined Abuse
of Alcohol and Amphetamines," American Journal of Psychiatry 131 (1974): 1273-
1280; R.D. Chessick, D.H. Loof and H.G. Price, "The Alcoholic-Narcotic Addict,"
Quarterly Journal of Alcoholism 22 (1961): 261-268.
^^J.E. Royce, Alcohol Problems and Alcoholism (New York: The Free Press,
1981), 82-83.
®^Ibid.
^®G.D. Talbott, "Alcoholism and Other Drug Addictions: Primary Disease
Entity," Journal of the Medical Association of Georgia 13 (1986): 490.
^^M.A. Maxwell, The AA Experience: A Close-Up View for Professionals (New




The adverse consequences associated with chemical dependency are nowhere
more clear than in prison. Winding up in prison is the most visible example of the
consequences. Nowhere is the return to drugs more clear than in the recidivism
rates that appear to be consistently high and rising. Statistics regarding the
numbers of offenders confined for drug-related offenses indicates the need for
further research regarding intervention methods with offenders with chemical
dependencies. The Talbott Model indicates that drugs (all inclusive addictive
agents) cause additional criminal problems (i.e., offenses against the law due to
chemical dependency and subsequent recidivism due to the disease going
unaddressed). These criminal problems do not cause the chemical dependency.
Every drug addict and alcoholic goes through the destructive progression described
in Talbott’s concept. Although the period during which the chemically dependent
offender is confined is a period of abstinence, the progression of the disease
continues.
Intervention during the period of confinement could be the first introduction
offenders have to understanding the principles, symptoms, and progression of the
disease of chemical dependency, and how to successfully remain abstinent and
possibly break the cycle of prison visits and destructive behaviors associated with
the disease.
The correctional setting has available all of the tools to identify, assess,
diagnose and begin to treat the chemically dependent offender. A design for
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developing case studies for the pui-pose of assessment and identification of chemical
dependency in offenders could be obtained from the following areas:
A. Life History - family history of addiction/abuse
- child-support payment regularity
- child rearing practices
- sexual habits - promiscuity, pandering, prostitution,
molestation
B. Criminal History - number of arrests/convictions
- drugs consumed prior to arrest(s)
- age at onset of criminal activity
- length of time between offenses




- changes in physicians
D. Laboratory Analysis - metabolization of drug(s) in the system
E. Employment History - patterns of employment
- length of employment on each job
- reason(s) for leaving job(s)
These data, in more condensed form, are a part of an offenders’ profile by the
time they are channelled to a correctional facility by means of pretrial and
presentence investigations. However, the data are utilized in the context of
sociological or psychological information as it relates to risk-factors, security
classification, institutional job assignment, medical classification, etc. To combine
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all of these aspects of the offenders’ make up is what Talbott means when he
suggests a multidisciplinary approach to chemical dependency.
The multidisciplinary approach has been discussed and addressed by other
researchers, however, in a very different context. Singh and Singh, in their
publication on multidisciplinary approach suggests that, "supervised free narcotics
(by medical professionals) would eliminate criminal acts by addicts and possibly
through psychiatric and social therapy, there will be complete withdrawal from
drugs ... hidden addicts will no longer be afraid of the law and will openly seek help
for their sickness."’ This is not what Talbott was suggesting.
Talbott’s concept of a multidisciplinary approach includes education about the
disease and its progression of social, spiritual, emotional, physical and psychological
destruction. This approach includes medical staff who might re-evaluate the
insomnia, lung disease, blood abnormalities, unexplained (inappropriate) anger,
and anxiety, etc. Rather than addressing these as secondary symptoms, to evaluate
and explore these symptoms as possible primary s5miptoms of chemical dependency
is what is meant by the multidisciplinary approach. Chemically dependent persons
cannot be treated with alternate addictive agents.
Counselors addressing unexplained (inappropriate) destructive behaviors,
mood-swings, garbled thinking (indicated in conversations), the risk-taking of
possessing and using a drug while confined, etc., is what is included in the
multidisciplinary approach. Such behaviors have relevance to the identification of
chemical dependency as well.
Addressing employment in recovery context is a part of this approach. Most
chemically dependent persons work only long enough to merely afford their drug of
choice. Alternately, they do not generally maintain employment due to increased
absences, or decreased acceptability of performance on the job, etc. To direct
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offenders to skills and training which would increase their levels of esteem and help
diminish the notions of helplessness and worthlessness could be part of the
multidisciplinary approach to correcting, rehabilitating and recovery.
Providing psychological testing not only for the purpose of assessment of
security classification, but in addition, to assess whether there are true primary or
secondary psychiatric illnesses is a part of the multidisciplinary approach to
chemical dependency.
Finally, providing after care for chemically dependent offenders could not
only provide a reliable tracking system for offenders, but further, afford the
offender continued counseling in recovery and continued support in the community.
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